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Abstract 
We want to know the difficulties meet by healthcare professionals providing care to patients from culturally diverse 
communities at Primary healthcare centers in Barcelona city. Through the perceptions of professionals we will propose
improvement strategies. We design a Qualitative study of social constructivism approach. Centers participate according to their 
percentage of immigrant population and their cultural profile: Pakistani, Filipino, Chinese, Latin American and Maghreb. A 
theoretical sampling of professionals is selected. Profile variables are profession, gender, age and professional seniority. Data is
obtained through focus groups which are video-recorded and transcribed on a text body. We realize a thematic content analysis. 
Through the different Emergent categories and their relationships we will elaborate an explanatory framework. 
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1. Introduction: Background and Bibliography 
Few studies provide relevant information about the difficulties of healthcare professionals attending patients 
from culturally diverse communities in Primary Health Care (García, González & Buil, 2006), (Esteva, Cabrera, & 
Martínez, 2006). 
Healthcare professionals share the opinion that language and cultural barriers are one of the most difficult 
aspects in the relationship between professional and patient which make it difficult to achieve a diagnosis with 
signs and symptoms poorly defined. Some healthcare professionals find this whole situation as an additional stress 
factor which may induce dissatisfaction and discomfort. On the other hand, immigrant patients may suffer stress 
factors due to improper health attention; aspect to add to the chain of difficulties already faced by immigrants. 
Under this circumstances, many healthcare professionals have encountered a situation in which they don’t feel 
prepared because nobody had foreseen the necessary mechanisms to increase the number of professionals or to 
improve their specific training or its transcultural competence. Not even, the expected need for mediators or health 
agents and, consequently, they have been found a completely new situation with new arrivals of patients sometimes 
with similar problems than users who have not migrated but also with perceptions, scales and values about illness 
and health completely different (Checa, Arjona & Checa, 2010). Differentiating factors are: language, lifestyles, 
cultural and religious characteristics, interpretation of health and disease, food and environment (among others) 
which could generate inequalities using health services (Alameda & García, 2004). 
Health prevention should take into account patient’s culture as to approach patient’s lifestyles (Santágata, 
Terrassa, 2002). 
A Health care policy should be based on three principles: equality, citizenship and multiculturalism (Plan 
estratégico sobre Ciudadanía y Integración 2011-2014). 
Patient's culture determines the perception about illness of the patient which influences in the health care 
required. This fact implies that healthcare professionals should be trained in anthropology from other cultures as to 
become acquainted with the patient's values and beliefs. (Santágata, Terrassa, 2002). 
2. Objective 
To know the difficulties meet by healthcare professionals providing care to patients from culturally diverse 
communities at Primary healthcare centers in Barcelona city. Through the perceptions, beliefs and values of 
healthcare professionals we will design improvement strategies. 
2.1.  Research questions: 
Do we understand patients from culturally diverse communities? 
Do we comprehend how they express their sufferings and problems? 
How do we interpretate the symptons they show us? 
Do we understand the meaning of the symptoms displayed at medical consultation? 
Do we give adequate response to their symptons? 
Are we medicating symptons that aren’t manifestations of illness, disease or disorder? 
The possibility to miss a diagnosis by not fully understanding the patient leads us to medicalise? 
           Table 1 Framed objective 
6 W Framed objective of the research project  
What Identify the problems of healthcare professionals attending patients from culturally diverse communities. 
Who Primary Health care professionals. 
When From May 2012 until we get speech saturation. 
Where Primary health care centers with high percentage of immigrant population and specific cultural profile: 
Pakistani, Filipino, Chinese, Latin American and Maghreb. 
Why We have the perception of unrest, uncertainty and insecurity regarding patients care. 
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3. Methodology 
3.1. Study design 
Qualitative study of social contructivism approach. Interpretative study. 
3.2. Population 
Multicenter study in Primary health care centers in Barcelona city. The centers were invited to participate in our 
study according to their percentage of immigrant population and their cultural profile: Pakistani, Filipino, Chinese, 
Latin American and Maghreb.  Six Primary health centers from Barcelona city accepted to participate in our study: 
Raval Sud, Raval Nord, Casc Antic, Passeig de Sant Joan, Besòs and Via Barcino. The percentage of immigrant 
population was between 18% and 48% (the average of  Barcelona city was 17%). (Institut Municipal d’Estadistica. 
Ajuntament de Barcelona, 2011). 
3.3. Sample 
We selected a theoretical sampling, deliberate and reasoned of healthcare professionals. Profile variables were 
profession, gender, age and professional seniority in order to get the widest range of possible speeches. 79% of 
professionals were women, 54% of 45 years old and older and 54% of minimum 15 years of seniority.  
Profession’s profiles are shown on Table 2. 
                                                                Table 2 Sample characteristics: Profession’s profiles 
Profession Percentage (%)   
Family health physician 38% 
Nurse 37% 
Pediatrician 8% 
Clinical assistant 4% 
Social worker 2% 
Psychologist 2% 
Receptionist 10% 
Total of participants 52 (100%)   
3.4. Data gathering techniques 
Data was obtained through focus groups. A focus group composed by healthcare professionals was performed at 
each of the participants centers. They were video-recorded and transcripted on a text body. We performed 6 focus 
groups in the Primary Health centers during the period from May 2012 to February 2013. Characteristics of the 
healthcare professionals participants in the focus groups are shown at Table 2 (sample characteristics).  
3.5. Analysis 
We performed a thematic content analysis. The narrative data obtained through focus groups established the text 
body. Narrative data was marked with quotations, codes and categories. Categories were emergent (‘a posteriori’ 
categorization). The text body was analyzed with computer programme Atlas-ti version 7. Through the different 
categories and their relationships we will elaborate an explanatory framework. 
212   I. Plaza et al. /  Procedia - Social and Behavioral Sciences  132 ( 2014 )  209 – 215 
3.6. Ethical aspects 
This study has been evaluated and approved by Jordi Gol and Gorina Foundation Ethical Committee and 
Clinical Research (CEIC) which complies with Helsinky’s Statement and the Guidelines for Good Clinical Practice 
from Jordi Gol and Gorina Foundation. Participants in the focus groups were informed about the objectives and the 
content of our research project and they were asked for informed consent prior to participation (they had to sign a 
consent document authorizing us). The videorecordings were strictly confidential: they were used exclusively by 
our research team and only for the purpose of data analizing (they will be destroyed upon completion). 
4. Preliminary results 
We obtained the following emergent categories (Table 3) 
   Table 3 Emergent categories 
3th level categories 2nd level categories 
1. Relationship between 
professional and patient 
1.1. Language barriers  
1.2. Cultural barriers 
1.3. Professional difficulties and how to improve 
1.4. Social barriers  
1.5. Relationship between professional and patient:  Influence of the patient’s cultural profile 
2. Disease approach 2.1. Do we understand how patients get ill? 
2.2. Do we understand the meaning of the symptoms? 
2.3. Do we give adequate response? 
2.4. Are we comfortable and secure with our actions? 
2.5. Features of pathologies related to patient's culture 
3. Lifestyles approach in 
Primary and Secondary 
Prevention  
3.1. Professional acknowledge of patient’s culture.  How to improve? 
3.2. Patient’s non-compliance 
3.3. Patient’s difficulties in following recommendations 
3.4. Patient’s acknowledge about prevention care 
3.5. Addressing lifestyles according cultures 
3.6. How to improve prevention care?  
4. Peculiarities in children 
and teenagers 
4.1. Pediatrics aspects 
4.2. Social and cultural specificities  
4.3. Features of pathologies related to children and teenagers 
4.4. Sexual and reproductive approach in teenagers 
4.5. Mental health in teenagers 
4.6. How to improve? 
5. Approach in specific 
health problems  
5.1. Sexual and reproductive health approach 
5.2. Mental health approach 
5.3. Influence of working conditions on health 
5.4. Dental and oral health approach 
 
Tables 4 and 5 show categories which have reach speech saturation: Disease approach and Lifestyles approach 
in Primary and Secondary Prevention. 
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4.1. Disease approach 
Table 4 Disease approach. Categories and codes 
3th level categories 2nd level categories 1st level categories Codes 
2. Disease approach 
 
2.1. Do we understand 
how patients get ill? 
2.1.1. Health disease concept Disease 
2.1.2. Patient’s requirement of quick and immediate 
diagnosis Diagnosis 
2.2. Do we understand 
the meaning of the 
symptoms? 
2.2.1. Difficulties performing the anamnesis and 
backgroung  
Anamnesis 
Background 
Diabetes insipidus 
2.2.2. Monitoring fever Fever 
2.2.3. Patient’s perceptions 
Meaning 
Pain 
2.2.4. Uncertainty to slip something  
Escape 
Expectations 
Additional explorations 
Uncertainty 
Warning signs 
Symptoms 
Chest pain 
Malaria 
Flushing 
2.3. Do we give adequate response? Outstanding response 
2.4.  Are we comfortable and secure with our actions? Outstanding response 
2.5.  Features of 
pathologies related to 
patient's culture 
2.5.1. Pakistan 
Diabetes mellitus 
Dyslipemia 
Overweight 
2.5.2. China Hepatitis C 
 
4.1.1. Category 2. Disease approach. Description 
Healthcare professionals don’t understand how patients get ill: Health-disease perceptions are different. Besides 
they don’t comprehend the meaning of the symptoms express by their patients. Monitoring fever is troublesome. 
Professionals have difficulties performing the anamnesis and background. Patient’s perceptions about symptoms 
are completely different: for them, a mechanic pain could be an emergency; for professionals, is difficult to 
separate the important symptoms from the trivial ones. Professionals have an uncertainty to slip something which 
generates the need to realize additional tests and explorations.  Patients often require a quick and immediate 
diagnosis which is more difficult for professionals.  
4.1.2. Category 2. Disease approach. Interpretation 
Healthcare professionals are aware that each culture interprets symptoms and illness differently but they don’t 
feel competent enough to understand these cultural diversity. This difficulty generates insecurity and fear to make 
mistakes in professional practice. What remains unclear is whether this problem is attributable to insufficient 
cultural competence of professionals or to the patients need for more health education adapted to their culture.  
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4.2. Lifestyles approach in Primary and Secondary Prevention 
Table 5 Lifestyles approach in Primary and Secondary Prevention. Categories and codes 
3th level 
categories 2nd level categories 1st level categories Codes 
3. Lifestyles 
approach in 
Primary and 
Secondary 
Prevention  
3.1. Professional acknowledge of 
patient’s culture 
3.1.1. Lifestyles influenced by sociocultural 
aspects 
Lifestyles 
Perception 
3.2. Patient’s non-compliance 
3.2.1. Patient’s difficulties in compliance Compliance 
3.2.2. Gap between pharmacological 
treatment and alternative therapies utilization 
Pharmacological adherence 
Alternative therapies 
3.2.3. Drug abuse 
Alcohol 
Illegal drugs  
Smoking 
3.2.4. Professional’s lack of knowledge 
about gastronomy from other cultures.  
Lack of educative materials adapted to the 
specificity gastronomy of cultural groups 
Diet 
3.3. Patient’s difficulties in 
following recommendations 3.3.1. Loss of contact with the patient 
Long absences  
Difficulties in contacting 
Loss of contact 
3.4.Patient’s acknowledge about 
prevention care 
3.4.1. Patient’s acknowledge about 
prevention care 
Preventive activities 
Chronic disease 
3.4.2. Patient’s perceptions 
Immediacy 
Urgency 
Urgency’s cause 
Priority 
Prevention 
3.5. How to improve prevention 
care? 
3.5.1. Addressing lifestyles approach according cultures 
3.5.2. Patient recruitment strategies Opportunistic patient care 
3.5.3. How to improve patient’s knowledge 
about prevention care 
Group education 
Patient’s health education 
Expert patient 
Leader patient 
Health education workshops 
4.2.1. Category 3. Lifestyles approach in Primary and Secondary Prevention. Description 
Healthcare professionals think they have insufficient knowledge in cultural diversity which generates difficulties 
in prevention. They need to know the lifestyles influenced by patient’s culture: his leisure activities, his diet, his 
alternative therapies, etc. as to approach prevention in a most effective way.  
Professionals observed non-compliance in the patients from culturally diverse communities because the patients 
usually don’t follow the recommendations. Factors related to non-compliance are: loss of contact with the patient 
(patients return to their home country for long periods); Non-adherence to pharmacological treatment mixed with 
alternative therapies utilization; Non-compliance in diet measures due in part to professionals lack of knowledge 
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about gastronomy from other cultures which make it difficult to inform patients about diet measures. Also the need 
for nutrition materials tailored to the concrete cuisine of the diverse cultural groups (mostly Filipino cuisine).   
Other prevention barriers are an important alcohol abuse socially accepted in some cultures.  
Professional and patient have differents perceptions about prevention.  
Healthcare professionals feel that there is an inadequate urgency services utilization due to patients 
disinformation about basic self-healing and the patient difficulty in separate basic trivial symptoms from the 
important ones.  
4.2.2. Category 3. Lifestyles approach in Primary and Secondary Prevention. Interpretation 
Healthcare professionals agree that they need training in anthropology and cultural characteristics from the 
cultures they attend: Pakistani, Filipino, Chinese, Latin American and Maghreb. In particular, they need knowledge 
about the gastronomy and nutrition of these cultures. 
Professionals also recommend that patients should be informed and trained in health education. The subjects of 
these training should be: prevention measures, chronic disease approach, basic information about sign alarms with 
the aim to prevent an inadequate utilization of emergency services.  
Finally, Healthcare professionals proposed measures about how to improve these difficulties: addressing 
lifestyles approach according to cultures; patient recruitment strategies (opportunistic patient care); patient training: 
health education workshops adapted to their language and cultures; Leader patients from each cultural group to 
train their colleagues. 
5. Conclusions 
At the present moment, January 2014, our research project are in the middle of the field work. Some of the 
categories of 3th level haven’t reach speech saturation yet. In order to complete the research questions which 
remain unanswered, we will perform more focus group during this year (2014). With the definitive results and 
through the different categories and their relationships we will elaborate an explanatory framework. 
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